DEPARTMENT OF HEALTH & HUMAN SERVICES y. g
Centers for Medicare & Medicaid Services 5
7500 Security Boulevard, Mail Stop $3-13-15

Baltimore, Maryland 21244-1850 CENTERS for MEDICARE & MEDICAID SERVICES

Center for Medicaid and State Operations (CMSO)

Mr. Paul Reinhart, Director
Medical Services Administration
Department of Community Health
400 South Pine

Lansing, MI 48933

JUN & 4 2000

RE: Michigan State Plan Amendment (SPA) 08-04

Dear Mr. Reinhart:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 08-04. Effective January 1, 2008, this amendment

updates the name of a non-health care related tax currently claimed as an allowable nursing
facility cost.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), and 1903(a), of the Social Security Act and the regulations
at 42 CFR 447 Subpart C. We are pleased to inform you that Medicaid State plan amendment
08-03 is approved effective January 1,2008. We are enclosing the HCFA-179 and the amended

plan pages.
If you have any questions, please call Todd McMillion at (608) 441-5344.
Sincerely,
A—Herb B. Kuhn

~ Deputy Administrator
Acting Director, CMSO
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Attachment 4.19-D
Section Ill, Page 1a

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State of MICHIGAN

Policy and Methods for Establishing Payment Rates — Long Term Care Facilities
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D. Title XIX per patient day cost, for a designated cost component, is the total inpatient
cost for that cost component, divided by total inpatient days, as determined from the
provider’s Medicaid cost report.

E. The Michigan Business Tax is an allowable expense.
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